heard at the left sternal border and at the apex, but was not heard in the neck or axilla. There was a trace of ankle oedema. The jugular venous pressure was not raised and there was no hepatomegaly. The chest was clear.
The conventional i2-lead electrocardiogram (Fig. i) shows the features of anteroseptal and 'high' lateral 'ischaemia', as evidenced by the inverted T waves in leads Vi to V4, standard lead I, and lead aVL. There is a wide frontal plane QRS-T angle of iiS degrees: the mean manifest QRS axis is directed at o degree; the mean manifest frontal plane T wave axis is directed at + I I5 degrees. There is also some prolongation of the horizontal part of the ST segment with a sharp-angled ST-T junction in leads Vs and V6, standard lead III, and lead aVF. The PR interval is prolonged and measures 0.24 s. Long tracings were recorded with the patient at rest (exemplified by tracing A of Fig. 2 ), after the administration of atropine (tracing B of Fig. 2) , and after exercise (tracing C of Fig. 2 ). The PR interval of all conducted beats during rest, after exercise, and after the administration of atropine was constant at 0.24 S. In addition, mild exercise or the administration of atropine precipitated type II second degree atrioventricular block. This occurred when the induced sinus tachycardia resulted in a PP interval shorter than a critical range of 0.82 Recently, Goodfriend and Barold (1974) 
